Treatment: Ten-day course of Achromycin 250 mg four times a day and potassium iodide. Comment: Actinomycosis of the rectum is rare. According to Cope (1938) there are two varieties: one in which the disease is the result of spread from an ileocecal actinomycosis, and another in which the infection may be regarded as primary in the rectum. Clinical and radiological studies of this patient failed to demonstrate actinomycosis elsewhere including the ileocaecal region. Most reported cases of primary rectal actinomycosis have had anal or anorectal fistulb, but these were not present in this patient.
The response to treatment with Achromycin was satisfactory and probably there will be no recurrence.
Actinomycosis should be included in the differential diagnosis of smooth submucous strictures of the rectum. A rectal biopsy supported by other laboratory tests will enable the pathologist to make the distinction between anaplastic carcinoma with extensive submucous spread, carcinoma of the prostate invading the rectum, lymphogranuloma venereum, and syphilitic gumma of the rectum, all of which may have a similar clinical presentation. REFERENCE Cope Z (1938) Actinomycosis. London, etc Multiple Metastases in Muscle from Adenocarcinoma ofRectum J F Newcombe FRcs (for F A Henley FRcs) H F, a retired clerk, aged 69, underwent an abdominoperineal resection of the rectum in July 1957, for a large adenocarcinomatous ulcer 3 cm from the anal margin, infiltrating all coats and involving one adjacent lymph node (Duke's C.1). He was well until October 1960 when swellings appeared in the left groin and buttock. Onemonth later a painless swelling of the left calf was observed.
On examination: The right lower limb shows shortening and muscle-wasting from an old unreduced congenital dislocation of the hip. On the left side are 3 lesions (Fig 1) : (1) Two firm masses in the left gluteal region. Both appear to be in the substance ofthe gluteus maximus muscle. The medial is fixed to the sacrum and ilium; the lateral is more mobile. (2) A large diffuse mass with dilated vessels on the surface in the muscles of the left calf and extending into the popliteal fossa. The maximum circumference was 17-5 in., as compared with 12 in. on the right. (3) An enlarged, hard, superficial left inguinal lymph node.
Roentgenography showed no evidence of metastases in the chest, in the pelvis, vertebral column or skull. There was no sign of invasion of the bones of the left lower limb.
Biopsy of the left inguinal lymph node showed metastatic carcinoma similar histologically to the original lesion.
Comment: Distant metastases from carcinoma of the rectum and sigmoid colon are common. They have been reported in a variety of sites, including thyroid, adrenals, breast, penis, inferior vena cava and spleen.
Metastasis to the skeletal system has also frequently been reported. However, there appears to be no previous reference to metastasis in skeletal muscle without simultaneous involvement of bone.
Two extensive series may be quoted: Bacon (1940) , in a review of 366 post-mortem cases, found that 126 showed distant metastases. Of them 67 (practically one-half) showed deposits in the lungs. Fifteen showed bone metastases. The remainder were found in various sites but none was reported in muscle.
Similarly, Mayo & Schlicke (1942) reviewing 334 cases, do not describe such an instance, whilst the incidence ofskeletal metastases was only a little over 1 % -much less than that found by Bacon. The interesting feature of this case is the presence of metastases in limb muscles without concomitant involvement of bone and without radiographically demonstrable lesions in the lungs. The mode of spread is uncertain, but it seems that the blood stream is the likely route, with involvement of the superficial inguinal and popliteal lymph nodes occurring secondarily. This implies that the lungs have been by-passed, or have permitted the passage of malignant cells without becoming involved.
Retrograde spread of the growth along venous or lymphatic pathways is unlikely, particularly in the absence of cedema in the limb. A possibility is that these lesions in muscle are primary tumours and not secondary deposits. This has not been tested by drill biopsy, but it seems improbable that they should appear simultaneously with proven metastases in the superficial inguinal lymph nodes.
Treatment with a new antimetabolic preparation -5-fluoro-uracilis proceeding, but it is too early to determine the response.
Meeting February 22 1961

Short Papers
Resection of Carcinoma of the Colon in the Presence of Obstruction by C Patrick Sames MS FRCS (Bath) For many years surgical teaching has emphasized the dangers of immediate resection and anastomosis oflarge bowel in the presence ofobstruction, due to the risk of peritonitis.
Suture of the large bowel in obstruction is hazardous for the following reasons: (1) Increased bacterial content due to obstruction. This, however, only applies to that part of the bowel 'proximal' to the obstruction. (2) The nature of the blood supply to the colon with its long marginal artery and relatively few vasa recta. The blood supply varies with the age and cardiovascular condition of the individual. The classical three-stage procedure of establishing a proximal colostomy, resectingthegrowth, and later closing the colostomy, involves the patient in a lengthy illness. Often the interval between the colostomy and the radical removal is protracted, because of post-operative complications, such as wound sepsis or chest infections; or because of administrative errors, such as shortage of beds or operating time; or sometimes delay in acquiescence by the patient. Most surgeons have experienced the disappointment of finding that a carcinoma, previously judged to be operable, has become too advanced for curative resection or even palliation. Admittedly occasional cases which look inoperable may become resectable when secondary infection and cedema have subsided after the colostomy. It must be every surgeon's desire to remove a resectable carcinoma as soon as it is discovered.
The standard procedure for the right side of the colon is a preliminary ileotransverse colostomy, but it is accepted that liberties can be taken more safely on the right than on the left. In rare cases of closed loop obstruction where the ileocxcal valve has remained competent, resection and direct anastomosis between ileum and transverse colon is safe, as collapsed bowel is on both sides and proximally it is the small intestine which is being sutured. In obstruction of a lesser degree where the ileocecal valve may be incompetent resection can be done safely. If there is anxiety, resort can be made to a Muir's procedure (1947) of side-toside ileotransverse colostomy with a temporary vent at the proximal end of the transverse colon. The subsequent ftcal fistula closes without difficulty. Many surgeons are even prepared to dispense with this, if the obstruction is not too gross.
When dealing with obstruction in the left colon the alternative to the three-stage operation before the antibiotic era was the Paul-Mikulicz procedure, where the subsequent extraperitoneal closure of the double barrelled colostomy sometimes reduced the stages to two. This is, however, only practicable in cases of minimal obstruction,
